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I NTRODUCTION

Planning meals in a hospital is an important function of

food service management. When hospital services are being

observed, and often judged, nothing rates more praise or blame

from patients and staff than the meals that are served to them.

The public also looks critically at the food served in hospitals.

Even though visitors may not be permitted to use the food serv-

ices, they need only to be present when meals are served to form

an opinion of the quality of the food. Thus, the food service

can be an important force for good or bad public relations.

To the patient, staff or visitor, a menu is only a list of

foods available for a particular meal. To the dietitian respon-

sible for planning that menu, it is a "blueprint" for the activi-

ties of the food service. The menu determines the labor, equip-

ment, and space needed to prepare and serve the meals and affects

economy of operation.

Skillful menu planning is considered the basis of a success-

fully operated food service. Thoughtful planning and extensive

knowledge are required because of the numerous interrelated

factors that must be considered. It is in the planning stages

that managerial problems can be anticipated and avoided.

The type of menu selected for any individual institution

should be tailored to the food preferences of its patients and to

the personnel, equipment, and food budget available. Menus for

hospitals, in particular, must be viewed in terms of their

limitations. It has often been stated that no other food service
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has a greater number of "captive" customers. In support of this

statement, Kapfer (1968) emphasized that in commercial or private

institutions the customer generally is able to choose the type of

food service, menu items, and accompanying cost he desires.

However, in a hospital, the customer must accept what is offered.

He can bring pressure if he is dissatisfied, but he can not go

elsewhere. These limitations provide a challenge to the dieti-

tian.

Menu planning, in general, is concerned with three primary

objectives: meeting nutritional standards, economical diets, and

acceptability of menus. This involves consideration of complex

criteria that often are obscured when menus are planned manually.

The introduction of electronic data processing as a management

tool in food service operations has led to research in the

application of scientific techniques for menu development. Given

accurate data, the computer is capable of assembling these

various factors in a matter of seconds and providing an optimal

solution to the menu planning problem. Various authors indicate

that the potential of menu planning by computer has not been

reached because of a lack of adequate dietary data that must be

supplied by dietitians. This would suggest that, in addition to

further research, increased emphasis must be placed on develop-

ment of menu planning skills. A limited amount of experience is

offered to students at the college level; however, greater

emphasis is placed on practical application in the dietetic

internship program.
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The major purpose of this study was to develop a menu

planning guide for dietetic interns at army hospitals to assist

them in selection of menu items for a varied number of diets.

A secondary purpose was to review the literature on menu planning

principles, procedures, and current trends in computer assisted

menu planning.

REVIEW OF LITERATURE

Menu Planning Factors

Planning menus is a complex and time-consuming task because

there are numerous factors that must be considered. Nutrient

content, cost, acceptability, variety, and equipment and personnel

available frequently are identified as limiting factors. Item

selection is influenced by factors peculiar to the situation and

by policies of the institution (Fowler et al., 1961).

Another important consideration is the capability of the

menu planner. Kapfer (1968) emphasized that the academic knowl-

edge of the basic requirements for menu planning should be

tempered with experience. The ability of the menu planner to

visualize menu items as they appear on the tray and the recog-

nition of flavor combinations as applied to standard products

requires a "taste sense" and actual experience in food production.

Menu planning frequently is a cooperative effort rather than

an individual responsibility. Stokes (1960) indicated that the

utilization of several staff members offers an excellent oppor-

tunity for staff development and contributes toward critical

evaluation of the menu.
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Nutrients. Providing menus that ar nutritionally adequate

is a major concern of the dietitian in t e hospital setting.

Foods essential for good nutrition contribute to the health and

well-being of the persons served. Specific nutrient requiremen';s

to be included in the menu depend on a variety of factors. Among

these are thQ age, sex, and activity of the group, and often the

disease under treatment. Certain patients may require modifica

tions in their diet to meet nutritional deficiencies (Cooper

et al., 1958). Advances in nutritional science have resulted in

increased emphasis in the use of special diets in recent years.

Nutritional standards are developed t7 the Food and Nutri-

tion Board of the National Research Council for each age and sex

group. Daily dietary allowances are recommended for nine nutri-

ents and total calories, and are revised periodically to provide

the most current information. These dietary standards are useful

in menu planning and evaluation.

Menu patte:ns for institutional feeding generally are

structured according to a daily food guide prepared by the

Institute of Home Economics (West et al., 1966). This guide,

known as the "Basic Four," is divided into: (1) milk group, (2)

meat group, (3) vegetable and fruit group, and (4) bread and

cereal group. According to Cooper et al. (1958), this food plan

replaced an earlier scheme commonly referred to as the "Basic

Seven Food Group." However, the Basic Seven still is valid and

is favored by many nutritionists.
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Cost. One objective of menu planning is "economical diets."

Food services in hospitals are concerned primarily with meeting

the needs of the group served, rather than making a profit.

Nonprofit organizations usually establish a predetermined budget,

and the amount of money authorized for food is dependent upon

management's philosophy of cost control and productivity rather

than patient satisfaction. According to Kapfer (1968), sound

management of manpower, money, resources, and material can not be

emphasized too strongly.

Food and labor costs are major expense items of the food

service budget (Stokes, 1960). Controlling these costs is a

primary consideration of the dietitian. Therefore, the menu

planner should be cognizant of the amount of money allocated for

these items and the actual cost of the menu served (Fowler et al.,

1961).

The American Hospital Association (1961) listed careful menu

planning as the first real step in controlling food costs.

Advance planning minimizes haphazard or emergency buying of food

which is costly and facilitates the proper balance of expensive

and inexpensive menu items. The expedient choice of seasonal

foods on the menu is another means of controlling costs. West

et al. (1966) stated that "fresh foods are less expensive when in

season locally." The use of "out-of-season" foods can quickly

unbalance the food budget.

The variety of menu items offered is a controversial subject

relating to menu cost. Andrews (1968) emphasized that "variety

costs money" and that these costs should be assessed in "terms of
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the length of patient stay for each hospital." However, most

authors agree that variety is essential to successful menu

planning and vitally important to patient acceptance. Severe

cost restrictions imposed by management can seriously limit menu

appeal.

The rising cost of labor has placed additional demands on

the menu planner. Labor costs are determined by the menu items,

the number of trained employees and their wages and fringe

benefits, production and service criteria, and the physical

equipment available (West et al., 1966). The efficient use of

manpower and resources requires that the menu be planned for

maximum utilization each day. Numerous studies have been made to

measure labor productivity in hospital dietary departments (Brown,

1969; Vetter, 1964; Ostenso and Donaldson, 1966; Zolber and

Donaldson, 1970). Results of the studies suggest that although

improved utilization of labor is imperative, productivity has not

increased extensively. Skillful menu planning, however, can

minimize both food and labor cost to some degree.

Acceptability. The acceptability of food items served to the

institutionalized patient is of utmost concern to the dietitian.

However, acceptance criteria are difficult to define because of

complex factors that influence patient reaction.

According to Schuh et al. (1967), food acceptance is influ-

enced by "the physiologic, psychologic, biochemical, social,

educational, and sensory reactions of individuals who move in a

framework of race, religion, tradition, economic status, and
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environmental conditions." In spite of these influences,

researchers agree that distinctive food preference patterns may

be recognized for any particular group by studying their food

habits (Kotschevar, 1966; Fowler et al., 1961; West et al., 1966).

In addition to the factors listed, patients are influenced

frequently by previous experience with the food items served by

the institution (Eckstein, 1969). For example, if "lumpy, tacky

tapioca pudding has been served," the majority of patients may be

reluctant to select tapioca pudding the next time it is offered.

Stokes (1967) noted that variety and eye appeal are essen-

tial in any food service, even though the menu is limited and the

patronage is transient. Variety is achieved through contrast in

color, shape, texture, flavor, and preparation. Stokes continued

by describing color as perhaps the most effective means of

achieving eye appeal. This theory was supported, also, by

Kotschevar and McWilliams (1969), who emphasized the importance

of visualizing the impact of vegetable color combinations on the

remainder of the meal. Duplication of colors served at the same

meal should be avoided. Por example, broccoli and green beans

are so similar in color that they may be viewed as drab or

monotonous. West et al. (1966) described red-orange and purple-

red combinations as undesirable. Menus become interesting and

creative when both complementary and contrasting colors are

included (Gregg, 1967).

A variety of appropriate shapes of food appearing on the

plate is important to eye appeal, and hence, acceptability of the

meal as a whole. According to Stokes (1967), cutting foods into
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several geometrical designs is the best way to provide contrast,

next to color. In the same vein, Fowler et al. (1961) cautioned

against the use of too many mixed foods of similar shape and the

indiscriminate use of dippers which cause the food to assume the

shape of tennis balls.

Gregg (1967) emphasized that "good-looking" food must have

"balance," also. In addition to the color, size, and shape of

the menu items, texture is extremely important. West et al.

(1966) mentioned that there should be balance between soft and

crisp foods to minimize chewing requirements. For example, a

soft entree should be served with a crisp salad or vegetable, and

a creamed vegetable would be more desirable if served with a firm

meat.

Kotschevar and McWilliams (1969) observed that flavor, as

well as color, must be pictured in menu planning. Combinations

of foods should be selected not only to enhance each other but

also to bring out desirable flavor characteristics of the food.

Equally important considerations are the absence of off-flavors

and prolonged after-taste (Little, 1958).

West et al. (1966) stressed the importance of avoiding

duplication of preparation methods at the same meal. A success-

ful menu planner develops and utilizes a recipe file that lists

several preparation methods for each food item to give variety to

the menu.

A wide variety of menu items provides a more interesting

mealtime and also contributes to a better range of nutrients.

However, most people prefer food to which they are accustomed.
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In the typical general hospital, the introduction of unfamiliar

foods may cause patient dissatisfaction, as pointed out by Schuh

et al. (1967).

Regional food habits must also be recognized, particularly

if the patient is very ill. According to Cooper et al. (1958),

persons from the South prefer hot breads at most of their meals,

and vegetables cooked for long periods of time often are sea-

soned with fat pork. The Mexican influence of the Southwest is

characterized by the use of beans and highly seasoned foods.

Oriental culture has influenced eating habits in the Far West,

revealing preferences for vegetables that are cooked for a short

period. On the east coaEt and in New England, traditional dishes

of the Pilgrim settlers can be seen, such as Indian pudding and

johnnycake made with cornmeal. Although advertisement and travel

have reduced some of the strong cultural preferences, local

traditions still prevail and familiar foods should be included on

the menu.

Production Capabilities. The menu specifies preparation

methods and the number of food items to be produced. In this

respect, the menu may be considered a production order

(Kotschevar, 1966). Conversely, as stated by Fowler et al.

(1961), the number of experienced personnel and the equipment

available determine the variety of food items that may be offered

at each meal. The menu should be planned for optimal utilization

of employees' skills, time available, and equipment capacities.
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Eckstein (1969) noted that the workers probably viewed the

menu in terms of workload and that improper distribution fre-

quently results in frustration. Therefore time-consuming tasks

should be balanced with those that require a minimum of time.

These factors not only contribute to employee morale but also aid

in quality and quantity control (West et al., 1966). The use of

standardized recipes, advanced planning, and constant evaluation

are imperative for maintaining high quality food preparation.

Another production consideration listed by the American

Hospital Association (1961), is the use of convenience products.

The expedient selection of such items as preportioned meats,

peeled vegetables, and ready-prepared mixes provides for more

efficient use of personnel and equipment. These items also

extend the variety of foods to be included on the menu.

Hospitals and Nursing Home Food Management (1969) predicted

a larger choice of convenience foods for different diets in the

1970's. Pre-prepared food items will be used as a supplement

rather than as an overall food service to retain the "home-style"

service desired by patients.

With the rising costs and shortage of labor, many hospitals

are seeking new methods of labor conservation. According to

Moosberg (1967), the installation of an ingredient room is one

method of increasing production efficiency. Setting up an

ingredient room offers four advantages of production control:

(1) a saving of 8 to 15 per cent in food cost; (2) a saving of up

to 30 per cent in labor costs; (3) complete control of food waste

and less overproduction; and (4) a need for fewer trained cooks.
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Motion economy engineers have recommended the use of the

ingredient room for a number of years, but some food service

personnel are reluctant to change traditional work patterns.

Menu Preparation

Deliberations necessary to plan, prepare, and serve attrac-

tive, flavorful, and nourishing meals are dependent upon the

philosophy of management (West et al., 1966). The type of menu

to be used, the number of meals to be served daily, and the menu

format are decisions that must be made prior to menu writing.

Of paramount importance in the hospital setting is the patients'

acceptance of the food served. It is the food that is eaten that

builds and maintains health. Therefore, as noted by Fowler et al.

(1961), menu planning should be creative, imaginative, and

regarded as an opportunity to present food that is "beautiful to

look at, nutritionally sound, and delightful to taste."

Types of Menus. Most commonly used in hospitals are the non

selective, selective, or cycle menus which may be either non

selective or selective (American Hospital Association, 1966).

West et al. (1966) described the non selective menu as the "set

menu" which lists only one item for each course. This type of

menu often is served in small hospitals or nursing homes, depend-

ing on such factors as age and type of patient served, personnel

and equipment available, and the food and labor budget. Occa-

sionally patients are offered a choice of beverage with the non

selective menu, but more frequently they must accept the food
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served. This denial of patient participation in menu selection

causes much dissatisfaction.

The selective menu is used extensively because it offers a

choice within each course. The greatest advantage of this type

of menu is that it allows for individual food preferences, thus

increasing patient acceptance. In addition, Turner (1965) noted

the importance of selective menus as a teaching tool for patients

on modified diets. This theory was supported by Meyers (1969),

who reported that making a "choice (or decision)" was good

therapy for psychiatric patients. Selective menus are planned so

that one of the alternative items is suitable for various types

of therapeutic diets, such as diabetic and sodium restricted

regimens.

The decision of what to serve so that each meal has variety

and appeal, and yet includes food items that are not excessively

repetitious, is a never-ending problem. According to Powler

et al. (1961), one solution to the problem is "cycle menus."

Cycle menus may be defined as menus planned for a specified

period, usually three to six weeks, and "rotated according to a

definite pattern" (Hubbard et al., 1961). The length of the menu

cycle varies with the institution and is set by administrative

policy.

There are many advantages in developing cycle menus, either

selective or non selective. Wrisley and Eshbach (1965) summa-

rized the advantages as follows:

The cyclical menu provides the variety that's
needed in meal patterns, while at the same time it
retains the advantages that can be gained from



13

standardized recipes. It simplifies the operation,
makes possible long-range planning and quantity pur-
chases. It makes substitution easy and results in
better satisfied customers, patients, students,
workers, or whoever the clientele of the food service
establishment happens to be.

Hubbard et al. (1961) pointed out the need to be aware of

pitfalls in the use of cycle menus. Among these were monotony,

inflexibility, resistance to change, and a general laxness

because of the repetitious nature of foods and combinations and

the routine aspects of supervision. Although the menu cycle may

be regarded as a master plan, the menus should be reviewed and

adjusted to changing conditions. If these disadvantages can be

resolved, the cycle menu can become an effective management tool.

Another important consideration in cycle menu planning is

adaptation to special needs, such as holidays, seasons of the

year, and modified diets. West et al. (1966) suggested that by

planning four sets of cycle menus for three weeks or more,

seasonal variations can be included. This would allow flexi-

bility in planning for holidays also. The American Hospital

Association (1966) stressed the importance of planning regular

menus that are easily adaptable to various diet modifications.

If modified diets are planned as variations of the regular diet,

the variety of food purchases is reduced and food preparation is

simplified.

Menu Pattern. The regular hospital menu provides the

framework for the normal diet (Turner, 1965). It is intended to

be "a flexible guide from which basic foods may be selected in

proper amounts and with a wide variety of choice." The basic
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pattern is outlined in terms of the basic food groups recGmn:cmnded

to meet dietary allowances for the normal individual. Ealintfy

(1964) classified the items on the menu as food categories, "such

as appetizers, entrees, and desserts."

The number of food categories included in the menu pattern

depends on the institution and the type of clientele. One

pattern listed by the American Hospital Association (1964) is:

Morning: Fruit or Juice
Cereal
Toast and butter or margarine
Egg (at least three times weekly)
Coffee
Milk

Noon: Meat, fish, or chicken (3 oz. cooked lean meat
or its equivalent)

Potatoes or alternate
Vegetable
Bread and butter or margarine
Dessert
Tea
Milk

Night: Casserole or other entree or soup and sandwich
(including 2 oz. lean mea-t- or its equivalent)

Salad
Bread and butter or margarine
Dessert
Milk

The menu may be expanded as necessary and desired. Turner

(1965) suggested a similar meal pattern that would provide 70

grams of protein and 1415 to 2415 calories, depending on such

factors as portion sizes and the amount of fats and sweets

included on the menu.

Daily menu patterns vary, not only in the number of items

offered, but in the number and frequency of items served at each

meal. This is evidenced by trends in "four-a-day" and "five-
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a-day" meal plans which have been introduced in hospitals and

nursing homes over the past several years. Throughout the

literature, controversial opinions are reported regarding

divergence from the traditional three-meal plan. As with most

new innovations, there are advantages and disadvantages which

must be weighed. Boudreaux (1967) a pioneer of the five-meal

plan, indicated that after four and one-half years, both pa S

and staff still liked the idea. In general the five-meal plai,

consists of a continental breakfast, brunch, dinner, and an

afternoon and bedtime snack. Advantages cited were increased

patient satisfaction due to wider menu variety and the oppor-

tunity to select menu items on the day of service, increased

quality of food because of additional preparation time available

between the two main meals (brunch and dinner), and more than 20

per cent reduction in operating costs.

Conversely, some authors reported failure in the five-meal

plan because of lack of administrative and staff support and

cooperation (Hurt, 1967; Thomas, 1967). Other pitfalls cited

were delivery problems created by horizontal building plans,

personnel scheduling, and special dietary regimens that required

continuation of the traditional three-meal plan. The "five-a-

day" meal plan is an extremely volatile subject, according to

Spritzler (1969), who further stated:

Proponents of the five-a-day plan citc the advan-
tages of a meal plan that more closely resembles the
regular meal pattern outside of the hospital, a reduc-
tion in over-all food costs and a greater flexibility
for scheduling work shifts. Critics of the plan are
equally adamant in citing increased costs and increased
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labor and preparation. Some dietitians feel that the
plan would not work for diabetic patients.

The most critical issue, regardless of serving frequency, is

that of providing nutritionally adequate meals. Norton (1967)

pointed out that physiological and nutritional benefits to the

patients are not always achieved in five-meal plans because some

feedings are limited to one nutrient rather than balanced with a

portion of the day's protein, carbohydrate, and fat. Too often

hospitals have been concerned primarily with economic and per-

sonal advantages instead of patients' needs.

Menu Writing. Each institution should design a menu form

that suits its needs for recording menus. The form should be

designed so that there is space for listing all menu items

(including those for modified diets) in the meal pattern for

seven days (American Hospital Association, 1961). In addition,

Fowler et al. (1961) stated that sauces, gravies, and accompani-

ments should be listed on the menu form. Such a form provides a

master plan that facilitates step-by-step planning and simplifies

evaluation of the menu (West et al., 1966).

When writing menus the planner must be aware of the ele-

mentary rules of planning; the need for variety in flavors,

colors, and textures; and in varying those elements from meal to

meal and day to day. Consideration must be given to the combi-

nation of food items that can be prepared and served within the

limitations of time, money, equipment, and personnel available

(West et al., 1966). Standardized recipe files, cost information,

previous menus, and an index of food items aid in creative and
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successful planning. Ideas may be gained, also, from studying

menus from other institutions (Kotschevar, 1966). Sufficient

time should be allowed for planning.

Fowler et al. (1961) specified planning the meat or main

entree first for the complete menu cycle. This aids in achieving

variety and controlling food costs since these items are the most

expensive (West et al., 1966). Luncheon or supper entrees should

be alternated between expensive and less expensive meats and

other main dishes to balance the day's menu costs, according to

the American Hospital Association (1961).

After the main entrees, soups, vegetables (including pota-

toes), and salads are selected next, in that order. The choice

of soups should be varied between broth, cream soups, and chowder

(West et al., 1966). Another approach (American Hospital Associ-

ation, 1966) is to select the soup or appetizer last to meet

nutrient requirements and to add variety to the meal. Vegetables

and potatoes should be planned to complement the main dishes. In

addition to the variety that may be obtained through different

preparation methods, vegetables may be cut in different shapes

and sizes and starches other than potatoes may be included.

Fowler et al. (1961) emphasized the importance of selecting

salads and accompaniments that will add color, texture, flavor,

and interest to the menu. For example, wide variety can be

achieved by alternating salads made from seasonal fruits and

vegetables, gelatin, and protein (Treat and Richards, 1966; West

et al., 1966).
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Desserts add the final touch to the menu. The choice of

dessert should complement the meal as a whole, particularly where

no choice is offered. Fowler et al. (1961) suggested that a

light dessert should be served in combination with a more sub-

stantial main entree, and that a rich dessert would make a light

meal more enjoyable. When a selective menu is planned, each

dessert group should be represented by a choice of one or more

of the following: "fruits, hot or cold puddings, ice creams,

sherbets, gelatins, cakes, pies, and cheeses" (West et al., 1966).

Because bread, beverages, and breakfast items are standard,

these are added when the menu is completed. However, the ad-

dition of new items, such as hot breads and a choice of entrees,

lend interest and variety (Fowler et al., 1961).

Menu Evaluation. After the menu is written, it should be

evaluated by one or more staff members (Kotschevar, 1966). Each

day's menu should be considered as a whole unit and checked, both

vertically and horizontally for adequacy, duplication, and

repetition (West et al., 1966). According to the American

Hospital Association (1966), menu evaluation is best accomplished

by answering the following questions:

1. Are the menus nutritionally adequate?

2. Do the day's menus have contrasts in flavor, color,
temperature, texture, form, and method of prepara-
tion?

3. Is there repetition of any particular food, such as
tomatoes in the soup and in the sauce for the spa-
ghetti?

4. Are there adequate facilities, dishes, and employees
to serve these menus?
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5. Does a particular menu require "all oven" or "all
top-of-the-range" preparation? If so, what items
can be prepared ahead of the serving time?

6. Has one person or one work area been overloaded
with preparation? How can this preparation be
distributed more evenly?

7. Is there too much preparation of food? What pre-
pared foods, ready-mixes, or other time-saving
products could be used?

Three additional questions were listed by West et al. (1966).

These were:

1. Are the foods listed in season, available and within
price range?

2. Are the meals made attractive with suitable gar-
nishes and accompaniments?

3. Do the combinations make a pleasing whole, and will
they be acceptable to the clientele?

Trends in Computer Assisted Menu Planning

Because of the complexity of menu planning criteria which

demands a problem solving technique of great magnitude, many

pitfalls have been recognized in manual methods. This concept

is related to the limited amount of information that the brain

can handle at one time. Experimental psychologists indicate that

human beings can process only about seven independent factors

effectively, and that when there are many alternatives to be

considered, stumbling blocks may appear, causing inaccurate

conclusions or decisions (Hyman and Anderson, 1967). One possible

solution to the complex problem of institutional menu planning is

the use of the computer which scientifically evaluates all

variables to arrive at a satisfactory solution in a matter of
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seconds (Balintfy and Blackburn, 1964; Balintfy and Nebel, 1966;

Gue, 1969). As a result of the initial research conducted at

Tulane University, automated menu planning has received consider-

able interest and similar programs have been implemented in

several hospitals.

Two approaches to menu planning by computer have been

reported: (a) a mathematical method described as "linear pro-

gramming" which emphasizes "maximum nutrition at least cost"

(Balintfy and Blackburn, 1964); and (b) the "random approach,"

a non mathematical method which approximates routine decision

methods used by the dietitian and selects menu items based on

predetermined acceptability ratings that control repetition

intervals for food items and food categories (Eckstein, 1967;

1969). According to the authors, each method is capable of

producing satisfactory results; however, they agree that addi-

tional research and program extension is necessary.

Andrews and Tuthill (1968) stated that menu planning by

computer has not reached its optimum potential because of the

absence of adequate dietary data that must be supplied by the

dietitian. The supporting data needed are more accurate nutrient

information; scales and standards for defining consumer preference,

menu appeal (color, texture, shape, and flavor combinations), and

production costs.

The advantages to be gained by automated menu planning are

reduction in time and money, based on the speed and accuracy with

which the computer provides nutritionally adequate menus, and

improved management control, due to immediate detailed cost
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information and more efficient utilization of manpower (Bowman

and Brennan, 1969). The major problem, as related by Casbergue

(1966), is that man basically distrusts mechanistic answers until

the method is well proven. In spite of the indifference and fear

that some food service managers express, many recognize that the

computer is here to stay, and that it can be utilized to meet

goals of profit, growth, and development more effectively.

Prideaux and Shugart (1966) emphasized that the computer will

free the dietitian of many routine, time-consuming tasks, and

that hopefully, with this assistance, she will resume her genuine

concern for the customer's welfare and eating pleasure.

PROCEDURE

Review of literature and personal communication with the

chief dietitian at an army hospital revealed a need for increased

emphasis at the internship level on the practical application of

menu planning principles. This led to the development of a menu

planning guide that may be used to select menu items for regular

diets and various dietary modifications.

A basic format for the menu planning guide was designed to

contain: food category, food code lines designating dietary

modifications, name of menu item, recipe number, major ingredients

in the recipe, and a legend of the symbols used.

Combined information from the Master Recipe Index for large

army hospitals (Form 1, Appendix A) and the Menu Item Worksheet

(recipe) (Form 2, Appendix A), was used to develop the menu

planning guide. The Master Recipe Index lists by food category
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the names of available recipes. The Menu Item Worksheet lists

the ingredients, amounts, method of preparation, and other

pertinent information, including the various code lines on which

the recipe may be used, ingredients to be omitted for dietary

modifications, and suggested alternate menu items. The meat

category was chosen for this study because it is the first item

to be selected, and all other items appearing on the menu are

selected to complement the main dish. The basic format is listed

in Fig. 1.

DISCUSS ION

Menu planning in large hospitals often becomes extremely

complex because of thenumerous dietary modifications that must

be considered. In addition, as patient census and staff in-

creases, problems inherent in production and service of the menu

tend to increase proportionately. An example of this is the many

special food items requested by patients because of food pref-

erences which, in turn, increases preparation and service time.

Therefore, dietary modifications are planned as variations of the

regular diet whenever feasible to reduce costs and simplify food

preparation and service. These factors often are a source of

frustration for the dietetic intern who, for the first time, is

involved in the practical application of menu planning skills of

such magnitude.
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Army Menu Planning System

The basic form used for menu planning in army hospitals is

called the Hospital Master Menu (Form 3, Appendix A). It is

designed to list the basic food items for both regular and

modified diets for each day of the week. A five- or six-week

menu cycle is developed, according to administrative policy, to

allow flexibility for incorporation of seasonal foods and holiday

planning.

The weekly menu is then recorded on a daily form, the Food

Code Worksheet (Form 4, Appendix A) which lists additional

variations of both regular and modified diets, as adapted for age

or dietary regimens and standard food items which are not included

on the Hospital Master Menu (IMI (cut) and accompaniment, 1M2

meat (ground) and accompaniment, etc.).

In addition to the standard abbreviations used for various

therapeutic regimens, such as Cal/R (calorie restricted) and Na/R

(sodium restricted), a "Food Code System" is used as a planning

guide in developing the hospital master menu, food code worksheet,

and for patient instruction. The code indicates the preparation

method for each category of food used to fulfill therapeutic

requirements with consideration to the disease (Department of the

Army Technical Manual TM 8-500, Hospital Dicts, 1965).

The general classification used is:
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Preparation Method Food Category

1 Regular (nonrestricted) A Soup
2 Calorie restricted B Bread-toast
3 Sodium restricted C Cereal
4 Sodium-calorie restricted D Dessert
5 Bland E Egg or substitute
6 Fat restricted bland F Fruit
7 Sodium restricted bland G Salad Dressing
8 Sodium fat restricted bland J Juice
9 Strained or thinned K Jam or jelly

M Meat and accompaniment
N Milk or substitute
P Potato or substitute
S Salad
V Vegetable
Misc. Butter or substitute

The code lines listed on the hospital master menu and food

code worksheet are a combination of the preparation method and

the food category (IM - regular meat and accompaniment; 3M -

sodium restricted meat and accompaniment; 1P - regular potato or

substitute; 3P - sodium restricted potato or substitute; IV -

regular vegetable, etc.). Additional therapeutic requiremenits

are defined as needed for each of the nine basic code lines by

adding a number after the general classification (iMl - regular

meat, cut into bite sizes; iM2 - regular meat, ground, etc.).

Basic references, policies, and procedures have been de-

veloped by the Army to assist staff dietitians and dietetic

interns to plan nutritious, appetizing menus within specified

monetary limitations. Among these are the Master Recipe Index

and the Menu Item Worksheet (recipe) file which contains over

5,000 recipes. The menu planner must refer to the Master Recipe

Index to determine the menu items available, then examine the

Menu Item Worksheet to determine whether a menu item is appro-

priate for the various code lines. This procedure often is time-

consuming and frustrating and suggested the need for a guide that
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would assist inexperienced staff and dietetic interns in making

suitable menu selections for the hospital master menu and the

food code worksheet.

Use of Menu Planning Guide

A menu planning guide was developed that would combine

pertinent information from the Master Recipe Index and the Menu

Item Worksheet. The information included was food category, food

code lines, name of menu item, major ingredients, and code line

availability or alternate menu item when specified on the Menu

Item Worksheet. The guide may be used in several ways: (1) to

supplement a teaching unit for basic instruction in menu planning

and the ingredient modifications for various dietary regimens;

(2) as a source of available menu items for regular and modified

diets in the development of the Hospital Master Menu and the Food

Code Worksheet; and (3) to evaluate the menu items selected in

terms of applicable code lines and palatability factors, such as

the dominant ingredients, color, and shape of the entree.

Menu planning and writing should be accomplished in consid-

erably less time because the regular menu items and variations

may be selected from the menu planning guide without reference to

the Master Recipe Index and examination of the Menu Item Work-

sheet. Although all items for the regular diet are selected

before variations for the modified diets are added, the menu

planner should be able to plan more efficiently because the guide

designates whether an item can be used for all dietary regimens

or if an alternate item must be selected. After all regular diet
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items have been selected, menu items for the modified diets are

added to complete the weekly Hospital Master Menu. The guide may

be further used to write the daily Pood Code Worksheet which

includes additional variations for both regular and modified

diets.

In addition, the menu planning guide should provide a

valuable tool for menu evaluation because many factors that are

obscured in the planning process may be discovered quickly from

the condensed information listed. However, expansion to other

food categories and refinement is necessary before it can be used

effectively.
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MENU PLANNING GUIDE



29

.4)a

S. 03

a0 0

ý 4I *. r rJ -44

aO 4) 0)

C) w la. Lin a

,a4 4) ) -

En U

100



30

o toI

~~. I I I0

0 I3 Sp I

0 -,

$ ~ In
w 22

0 r-I

CD~ I I ~ Iv
U, U,

0 o
Ix c; Pk~

I -i

0 0 D

4, W ' 'a)I '00 '0ý - -

wy'- sý 0w )U ~o) - U b

' 0 toH ~ to4 U m , 0 m Q z t

Z 04

o '

44.
wU

4'

m Y.0 -Z

Uo U)"
Co E.m



31

~4 .aý
I_ I 0 4

SI 0

I I I .- I

g I 9 ý > I

.I I . I

43I I Ii

I I*I

I I I m I G I
w o 4) * 4 0 0

.4-

4 )4

, I I; " ,-) I Q I - u

I , I • I ,w + log

o 
w

S,> I I * ,I I,

--,, Iii nmnn n U I * Iil I

o.- 
o*

0o Go 8
o002 0... cc

.dv t-d

o )004)'- .0.

04 w~~~ 1.jw, -
00 ca o

L-A rn 4 . 04 04



32

I +~.0 c2

42ý

41 0

00

.0 0.

0

14-0

k 0

....

C0 m

94)

14 4; .

A I

* *9 * 4* 0 0

o--0 o .

VE 0 v0m

0. 1. -4

v0 D2. 0d . ~ ;
X:u : m. w2 o. 0. D.. A 23..-

*-4 c -20

-. ~ C~ O.~0 - Go

00 .. 4.dC -cc
0 44 0. ..2 ' HS.. S.. (2(

4) OHO .~ ~to
0 0.~ ~ ~cc

00~o o2 ..



33

00

4I I.,

- 4 P'H *. .40

4) .0- 0. r=

,~~~~~ 0 0~ 00
ca

.A-

ý4.

le * IOU.
- 0 lc:4 -a 0 -

* *0

1:6~4) 0 -x2 .00t

.' 00 2 0~
-4 ..0s 0 A 00

A~ j :I a A .. , 0 w -

0 0 .0 ' 04 )
4)4)4 0 0.

-4~ -=1 0 CD 4

60, to 02-L) 0)4 0 4..4.- 6)-4 r=44 0)) 45.-4 0 S...
-0~ ~~~ ~~~~~ a) 4 O )).4 ). O4 )k) *-0 4 )0 4))4 0 co .

4- on W $0' OO C OO. 0 Oa ~
0 10 10 C

COC

0 'a. v 0
co) m 0 0

E- 0-
C) a) a, a



34

-PaO ag ~ a 'o D ao

0 w 00

oo a0 am

4ý 4ý +1 4

44

04~ g~4-

4)

00

0 a. 0at

V! V .j 0

Ow I4 o *Q' * * .l*

a a a
a a. a.

.o 4C -,f o

0,4H -Hv;

aw aS -H a om m w amv

w a

I *ca I e



35

4ý 'a n .. 0

I Ij u

4I r. I I

41 4-1

79 E

1. w 0 .

aa i

.$.

0 0 .0 o

.14 $4 .
w s4) 4) * 0 I * 0

-9 'a D -

4))4

4"* IV I

0 4) 4a



36

I Ha0.9m

&02 00

0d). a,404

4J)00 43fl0

0)

IV

r_
0)

02

.0)0 0 00.

.00

0) 0 O

0 -0o0r .0

III; 0
co*

011 40- 1 01.

02

~~I >I
0C2 *i *~ 002.' 10

0 .0 J)

0 002

w .0 X0
m m CQ



37

CC4 C: 0 o r '
-o4 CC4 C4

4, 41

4) 4

41 4) . )

~0 0- IO)0 044, I

0 )o 0 440

* or= ,0 0 1.0

a: C2 Iý I.0 -0 41'a1

00

* I 4 * *a
S.

-40 4' 4

~' I * ~ * *

hoZ

9 40 'S

I' *I - P- E4 . 0C ). >I )
toA W 0 )1 0 0)2

:3~~~. 0 .d =w C:r .

I *0,. I 4> IX 04) d) 0
ýx 4) -H -4 a) . 4. .4. 4

-4 0I1I a Z c
al U

a, 4, m CI

0 -1 -4 - .4

C) 5... 9:q) ws:

-4.-f) 40 w) 4,m



38

'0.d ~ ~ - '0*3303f.

£22)££2a££4

,3 .44 d4L .44.*-44

.3no, ~~.. I3f

r I) 4)

o I I4I
4ý I 1 I i I

0 I I0
.30

10. 43

to 0004)I 3 0. r- 0

to '0 ooU)0 V -

4a 4)0 W

r 0 0 -V2
44 C: 4- 0 I .0Q -

02 4)

03 r= o. 1, .

.3- 0
4.4 .34 0. >3£ .3.- ý,ý

10 4)0 r- r E 3 dC )o
00 0)£ 4)

04..- r= E) 00D CL4 >3.- 0 44 t*l- Q.4E)a

.-. d) 0 ~ 4 *4)4)0. 40.H.'4) 4)>
r32.3 4444 3£0d4)033)£ 3,-.-4

-104 .. ).4 . -44 4 4.43 ..- 3

4) "-323 4f. -. 3 0.c0o )))30 -4404

a) £24 CL4A 3) 2,) 0.) £ 2 4
4. 0) 4.3,- 4304)3 044.. ~-1 00.££2)



39

4-000
o 0 •0 o 0 H

o1 o ,o 4 00

o
io 0

S0,-

0 o C

S I I

0,.P- . -0o "o -

00

0 o oo

0 0 w

•-4 4ý.

o m

m o

II *ID

." - - -mg~-

0.0
E o L Hý H o.0-

-H -- m5 HH 'A0 g. > sga oat -0 05. ~0.I - 04 04)5 rO -0
Soo 00 w - & -4 o -H

0 m 0 -5 to to to

o "-HI- 
0  

w . wHa0 -H _v- 5.
a o ý

H 4 I m I

0~~ 5- o 4 - -



40

I ImI

~~~~1 0

I I II I

~~-. 0

2

.o ~ 0 00

0 0 4I 0 3 00

ilk 0 ~ 0

41 I~0
t2

.,, .a

I 0 I4 ItI
1-41

E- ".a

14 -1

W U t
co ~ -to 0

co)



41

I0 I II

.0~ 4ý 0

I1 14 " I
0 a2 i

-o 0 4--PO

.9 "

0~ 0 law

FA 0

I I a

~ I I

00 I I
0 41 o

Ij II24
oI I

-H ii I
I 'MI

.4o m

* I-4I-4*

o 40

12eg.

.:o .2 WN h N 3E 9" e l

I h 0
0;: tb 1 4

v I F~g ý 4 -9 -

E,4 - v - o l I ul -
W4)



42

a 00 III

ik II III

44,

* IV I0 I 0
WV a l l I 4-

IU, * *4, - , Z,4

S0 0 0 01 * 0;

P4,

rq 0 0ut *.o 0:1



43

II I I

;01 II

~~1. 0

* ~ ~ * I I
~0

* * ~ ~ * I I0

S.. -0

4,

'46 * I00
7 4 0!

0 20

0 a

0. :AOI

* I I -ho

IO -' *0 *0 I I

0 ~ ~ ~ ~ .RIA -4: -1, 06

a 0 .0 4
P 1 -

644 4w P . H 4, %0012. .4- A04, 0 r.4 , a , ~r 0 -a ,.0V

0 0 a 0~ o. ~ ~ U

0 If lo, 94,42,

.0 vvv

00

ýoo

-P 11440



44

R .0I '00

0 0, 0 I

a 0

0x

.0 100 0

4ý +3

.0 4)

'9)

4)~0 0 0~

N 'M 43

0 0 :
to 0:1 -8*c. ~

~~4)00 >4 4) 0 ~4
4) 0.04 4) .- S-. to

0 .0~ - 0. 00 4)). 0

044) 0- m )0
D 4) 0.4a 0H

C Q. -1 0) 4 S' 4)-.
-) 0 X

41 00 ~ 0 4) 0 .. ) U 4) 0 04)0,-4

0 5(3

0' E-'. Nl 
N

v 0



45

('44

I ~~~ I * 04

I I I * 04 to

I I* 04

-'.4+

I I I 04)

I II * *ý I

-I I0. CI t* 04 coI ;
ý4~~+ 0 +U 03

0 I 0 *a 040

v

.O 40 b 0 .

4--43. 0 4). 40 .

0 0 4)p 4 V 4)0 . )

.' ~ §~4) ) 4 )) * 0- 4 >.2
H 0. H .44 .20 '0H 30



46

00

44)

~ I I IAA

I * * I I

I *4 kb * Pv1 1 sa I .I -

I I v * t .Its

oe c, 1

-8 Io .e, Eo og v

*to E- 0 E- to 4.. '



47

AC KNOWLEDGMENTS

The writer wishes to express her sincere appreciation

to Mrs. Grace Shugart, Major Adviser and Head, Department

of Institutional Management, for her patience and valuable

guidance in preparation of the manuscript; to Mrs. Raymona

Middleton, Assistant Professor of Institutional Management,

and to Dr. Jean Caul, Distinguished Professor of Foods and

Nutrition, for their suggestions as committee members; and

to Colonel Nannie Evans, Chief of Food Service, Brooke

General Hospital, for her cooperation.

A special note of thanks to my husband and friends for

their patience, prayers, and encouragement.



48

LITERATURE CITED

American Hospital Association. 1961. Diet and Menu Guide.
pp. 5-8. Chicago.

American Hospital Association. 1964. Cycle Menus for Small
Hospitals and Nursing Homes. pp. 1-3. C-iTago.

American Hospital Association. 1966. Food Service Manual for
Health Care Institutions. pp. 31-V. Chcago.

Andrews, J. T., and B. H. Tuthill. 1968. Computer-based manage-
ment of dietary departments. Hospitals 42(14), 117-123.

Balintfy, J. L., and C. R. Blackburn. 1964. From New Orleans:
a significant advance in hospital menu planning by computer.
Institutions 55(1), 54.

Balintfy, J. L., and E. C. Nebel. 1966. Experiments with
computer assisted menu planning. Hospitals 40(12), 88-95.

Boudreaux, E. 1967. First five-meal hospital still likes idea.
The Modern Hospital 108(6), 108-110.

Bowman, J. L., and E. M. Brennan. 1969. Computer assisted menu
planning provides control of food service. Hospitals 43
(16), 107-113.

Brown, R. M. 1969. Estimating dietary labor by use of work
modules. Hospitals 43(21), 103-105.

Casberque, J. P. 1966. Medical dietetic students plan menus
with computer assistance. Hospitals 40(12), 96-97.

Cooper, L. F., E. M. Barber, H. S. Mitchell, and H. J. Rynbergen.
1958. Nutrition in Health and Disease. 13th edition.
J. B. Lippincott Company. Ph-ladelphia. pp. 13-15, 131-
132.

Department of the Army Technical Manual, TM 8-500. Hospital
Diets. Headquarters, Department of the Army, June 1965.
U. S. Government Printing Office, 1966. Washington.

Eckstein, E. F. 1967. Menu planning by computer: the random
approach. J. Amer. Dietet. Assoc. 51(6), 529-533.

Eckstein, E. F. 1969.. Menu planning by computer: the random
approach to planning for consumer acceptability and nutri-
tional needs. Unpublished Doctor's dissertation. Kansas
State University. Manhattan.



49

Fowler, S. F., B. B. West, and G. S. Shugart. 1961. Food for
Fifty. 4th edition. John Wiley and Sons. New Yo-rk.
p ; 33-340.

Gregg, J. G. 1967. Cooking for Food Managers. William C. Brown
Company, Incorporated. Dubuque, Iowa. pp. 3-5.

Hubbard, R. M. I., J. L. Sharp, and L. M. Grant. 1961. Pros and
cons of cycle menus. J. Amer. Dietet. Assoc. 39(4), 339-
342.

Hurt, S. C. 1967. Five-feeding plan doesn't always work. The
Modern Hospital 108(6), 111-112.

Hyman, R., and B. Anderson. 1967. Teach your mind to think.
Readers Digest 90(3), 107-110.

Kapfer, E. R. 1968. Considerations for menu planning in
hospitals. Hospitals 42(1), 80.

Kotschevar, L. H. 1966. Standards, Principles, and Techniques
in Quantity Food Production. 2nd edition. McCutchan
Publishing Corporation. pp. 13-18.

Kotschevar, L. H., and M. McWilliams. 1969. Understanding Food.
John Wiley and Sons. pp. 437-438.

Little, A. D., Inc. 1958. Flavor Research and Food Acceptance.
Reinhold Publishing Corporation. pp. 63--87.

Master Recipe Index. 1968. Excerpt. Personal correspondence
7 rom Colonel N. R. Evans, AMSC. Brooke General Hospital.
San Antonio.

Meyers, W. W. 1969. Making a choice is good therapy. Hospitals
and Nursing Home Food Management 5(6), 24-26.

Moosberg, F. 0. 1967. The ingredient room: an answer to labor
shortage. Hospitals and Nursing Home Food Management 3(11),
48-50.

Norton, M. 1967. Zip age hospital nutrition: frequent feedings
can help patient and hospital. Hospitals 41(14), 89-92.

Ostenso, G. L., and B. Donaldson. 1966. 1ffective use of
hospital dietary labor resources. Hospitals 40(14), 127.

Prideau, J. S., and G. M. Shugart. 1966. Student's reaction to
residence hall food. J. Amer. Dietet. Assoc. 49(1), 38-41.

Schuh, D. D., A. N. Moore, and B. H. Tuthill. 1967. Measuring
food acceptability by frequency ratings. J. Amer. Dietet.
Assoc. 51(4), 340-343.



50

Spritzler, M. 1969. How many meals? editorial. Hospitals and
Nursing Home Food Management 5(10), 33.

Stokes, J. W. 1960. Food Service in Industry and Institutions.
William C. Brown Company, Inc. Dubuque, Iowa. pp. 95-108.

Stokes, J. W. 1967. How to Manage a Restaurant or Institutional
Food Service. Wi -Mai'-C. Brown Company, Inc- Dubuque,
Towa. pp. 46-65.

Thomas, E. J. 1967. A great leap forward falls on its face.
The Modern Hospital 108(6), 113-115.

Treat, N., and L. Richards. 1966. Quantity Cookery. 4th
edition. Little, Brown, and Company. Boston. pp. 3-124.

Turner, D. 1965. Hand Book of Diet Therapy. 4th edition.
University of -h-cago Press. Chicago. pp. 3-18, 148.

Vetter, B. W. 1964. How to forecast your manpower needs.
Nation's Business 52(2), 102.

West, B. B., L. Wood, and V. F. Harger. 1966. Food Service in
Institutions. 4th edition. John Wiley and Sons. New York.
pp. 31-69.

Wrisley, A. L., and C. E. Bshbach. 1965. The Cyclical Menu.
Food Management Program Leaflet Number 6. Cooperative
,Extension Service. Univ. of Mass. Amherst. pp. 1-11.

Zolber, K. K., and B. Donaldson. 1966. Distribution of work
functions in hospital food systems. J. Amer. Dietet. Assoc.
56(1), 39-45.



51

APPENDIX A



52

Form 1

MASTER RECIPE INDEX
BROOKE GENERAL HOSPITAL

9 SEP 68

BEEF

BAKED BEEF HASH M-246

BAKED HASH, SEE BAKED BEEF HASH

BAKED MEAT HASH, SEE BAKED BEEF HASH

BAKED SPANISH STEAK, SEE SPANISH STEAK

BAKED STEAK M-240

BAR B Q GROUND BEEF M- 41

BAR B Q SLICED BEEF M-255

BEEF BISCUIT TURNOVERS M- 45

BEEF CHOP SUEY M-254

BEEF CUBES CREOLE, SEE CREOLE BEEF CUBES

BEEF HASH, SEE BAKED BEEF HASH

BEEF JARDINEER M- 22

BEEF LASAGNE M- 44

BEEF LOUISIANNE M-247

BEEF POT PIE M- 24

BEEF POT ROAST M- 2

BEEF SALAD M-352

BEEF STEW M- 25

BEEF STEW WITH POTATOES, SEE BEEF STEW

Source: Master Recipe Index (Excerpt).
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Form 2 MENU ITEM WORKSHEET

MENU ITEM WORKSHEET NAME 
mum"-

BEEZ• POT ROS M -2
CINSU$S ESTIMATE DAY AND DATE STATION TIME

BlASIC CUR•RENT PAN
S0A SV INGREDIENT AMOUNT PREPARATION INSTRUCTIONS

15 lbs Beef, boneless l. Rub reost with salt & pepper. Pa,,in St.

1 1/2 og Salt ON 90 _ _

I/2 Pepper 2. Brown in tilt fry pan. Add Words

stock after mat is browned and Sm 60a
simmer on low heat for 2 hours. MNd 0--2J1--

2 oz Stock, Beef 3. Make stock. Peteepeetion Tim4
212 Water (Manho4Di)

3 lbs Onions , 4. Add chopped vegetables after
2 lbs Celery meat has cooked for 2 hours. Peaton Tim.

5 lbs Carrots iut.)
5. Use stock for making vegetable

gravy. (Canned tomatoes may be
added to beef stock, if desired) Cooakng Time

fqmipmenl cede

6SK or TF
Recipe Seures

BGH

Recipe Dote
5 Nov 68
upercedesS.... I 9aeal 4 Agr

FOOD CODE WORKSHEET CODE LINES

Cede lines on which his recipe can be used: 1M, 141., 1M., 2•4, 241

For: 9M1 - use 1M2 (grd - Thin, blend, strain)
314, 14m, 1414 - cnit salt
5•4, 5M, 5W2, 6M - cmit pepper, onions.
7M - omit salt, pepper, onions.
S- omit salt, pepper, onions

SPECIAL INSTRUCTIONS:

LCOOK PREPARING FOOD ITE PERSON RECEIVING INGREDIENTS FROM SUPPLY

Source: Recipe File. Food Service Division.
Brooke General Hospital. San Antonio.
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Form 3 HOSPITAL MASTER MENU

HOSPITAL FOO0 SERVICE IE INR ItP (SId . oI I.II..jM

HOSPITAL MASTER MENU. PARTS 11 AND III EDSPE
(AN 40-44 

1
jU E

CALORIEIt I*BCVRY PR.I .(J FAT (a.*CII) VWIN .. ''. . '.0. CSPOUO(
DIET ARY PR(S1 (.) 1-10

ANALYSIS

_____________________PART 11 OISE N

CODE FOOD CATEGORY TEDYENCD THURSDAY

IA SOUP- AND ACCOMPANIMENT

2A MROTH

z
II4A NA P1ESTR BROTH

2 !IA CREAM SUP AND ACCOMPANIMENT

191SISTRAINED CREAM SOUP

LI ?A A RESR STRAINED0 CREAM OU

IhN MEAT AND ACCOM4PANIMIENT

3M CAL RESTR MEAT (B.-A)

2*1 FAT CONTROLLED NEAT (Eo.A)

2k NAREISTR MEAT AND ACCOMPA

1 AM NA-CAL RESTR MIEAT (50.0)

I jj NA RESTRFPAT CONTROLLEO
__MEAT (RotAI ________________

SM2 BLANDOMEAT AND ACCOMPANIMENT

0
LI AN FAT RESTR @LAND MEAT (8-10
U

7M AA RESTR@BLANDOMEAT AND
O __ ACCOMPANIMENT

-C SM N AFAT RESTR BLAND MEAT (Both)

9 M STRAINED MEAT

55*1 TIIINNSODSTRAINEDOMEAT

IOM MEAT SUB AND ACCOMPANIMENT

SELECT MELAT

IF POTATO OR SUB

IP1 POTATO OR SUB3 (No PýOAIN

P CAL MRESR POTATO OR SUB

- (&-". 4-10 _______________

3P NA RESTR POTATO OR SUB

3P N ARESTRPOTATO OftSUB
I-__(oP.000) _______________

4, NA-CAL RESTN POTATO OR SUB

SP OL.ANDPOTATO ORtSUB

0 P FAT RESTR OLAND POTATO OR WSU

7P MA NARSTR BLANDOPOTATO ORSUB

IO IF NA.FATRESTNLAND POTATO OR

9P2 REFINED POTATO sue

SE.LE.CT PATO

IV EGETABLE

IVI VEGETABLEZ (N. PsoN.i)

2V CAL RESTR VEOETABLEI(EoOA)

ZVI CAL FRESTR VEGETABLE (No.94

3V NA RESTR VEOETADLE

3If NA MESTR VEGETABLE INo P-o1obs

"IV NACAL RBS3TR VEGE1TABLE (11-10

.1 I dv NACAL RESYR VEGETABLE (Boos)

SV BLAND VEGETABLE

hi T S S LAND VEGETABLE (PS-Usd

6v FATRSTR @LAND VREAL

7V NA RESYRt GLAND VEGETABLE

Source: Department of the Army Technical Manual, TM 8-500.
Hospital Diets. Headquarters, Department of the Army,
June 1965. U. SB Government Printing Office, 1966.
Washington. (Excerpt).
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Form 4 FOOD CODE WORKSHEET

FOOD CODE WORKSHEET DINNER oV. O . . i ' ..... .. .......
PART It • D;NNER AND SUPPER, NOT FOODS Irv a*JI00 su SPER

CODE FOOD CATEGORY FOOD ITEM

SOUP AND ACCOMPANIMENT

IA A
4

ZV &N ACCOMPANIMENT

2A B.O07

4A NA FESTA B0OT0.

SA CREAM SOUP AND ACCOMPANIMENT

SA) S-RAINED CREAN SOUP

7A NA FESTA STRANED CREAM SOUP

MEAT AND ACCOMPANIMENT

MEAT AND ACCOMPANIMENT

li MEAT 'CI,) AND ACCOMPANIMENT

_1m2 MEAT 'GIAd) AND ACCOMPANIMENT

21 CA, LESTR MEAT fExcA)

2MI FAT .ONTROLLEO MEAT (Exch)

3M NA PESTR MEAT AND ACCOMPANIMENT

AM NA-.CAL RESTR MEAT 'lEAh)
dM1 NA RESTR FAT CONTROLLED MEAT (ECAxs)

S l BLAND MEAT AND ACCOMPANIMENT

SMI BLAND MEAT (Cut) AND ACCOMPANIMENT

SM2 BLAND MEAT (Ground) AND ACCOMPANIMENT

FAT RESTR ABLAND MEAT (ExCh)

NA RESTR BLAND MEAT AND ACCOMPANIMENT

*A NA.FAT FESTA BLAND MEAT (EBih)

AuI NA-FAT RESTR BLAND MEAT (Cut) (XLNh)

SM2 NA-FAT ERSTR BLANO MEAT (CNMrnIM(excA) _ _ _ __-_

91 STRAINED MEAT

I THINNED STRAINED MEAT

10! ;MýEATCSUB6 AND ACCOMPANIMENT

SEET MEAT

POTATO ON! SUBSTITUTE

IF POTATO ON SUB

1PI POTATO OR %UB (No Potelin)

2P CAL RESTR POTATO OR SUB (DBr,.d )_ch)

3P NA RESTR POTATO OR SUB

NI NA RFEST POTATO OR SUB (Vo Protein)

I NA-CAL RIESTR POTATO OR SUB (B...d ExCh)

SP BLANO POTATO CR SUB_

.6P FAT RESTR BLAND POTATO OR SUB (Breed Exc A)

7P INA RESTR BLAND POTATO OR SUB
NA-.AT RESTA BLAND POTATO OR SUB

SP ; Ned ECh)

9P MAS.ED POTATO
9PI TtiINNED STRAINED MASI.ED POTATO

9p2 REFINED POTATO SUB_________________________

SELECT POTATO

VEGETABLE

IV VEGETABLE

ivi VEGETABLE f.Xo ProtL*,n)

2V j CAL RESTR VEGETABLE rExcA)

2VI CA. NAESTA VEGETABLE (Egch;

3V NA RESTR VEGETABLE

3v t NA RkNSTR VEGETABLE (,oPo-oIn_)

4V A-CAL RIESTA VEGETA:LE (EcCh)

4VI NA-CA-. RAESTR VEGETABLE (E-Ch)

SI :.%,VEGETABLE
SV L BLAN= VEGETAB,1E'P-d)

6V FAT NESTN BL'.AND VEGETABLE fEBch)

7V NA RES7P BLAND VEGETABLE

IV I NA*FAT RESTR BLAND VEGETABLE (E-Ch

9V 1 STRN.-EO VEý."TAB.LE

9V1 -11•)% STRAINED VEGETABLE

SE.EC- VEGETABLE

Source: Department of the Army Technical Manual, TM 8-500.
Hospital Diets. Headquarters, Department of the
Army, June 1965. U. S. Government Printing Office,
1966. Washington. (Excerpt).
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Planning menus is 'a complex and time-consuming task which

demands academic knowledge of basic requirements to be tempered

with experience. The purpose of this study was to develop a menu

planning guide to assist dietetic interns at army hospitals. As

a basis for menu development, a review of menu planning factors,

procedures, and evaluation criteria was included. Trends in

computer assisted menu planning were discussed as a solution to

the menu planning problem that results from limitations exper-

ienced when menus are planned manually.

Menu planning is concerned with three primary objectives:

meeting nutritional standards, economical diets, and acceptability

of menus. These objectives are evaluated in terms of production

capabilities, variety in menu items, preparation methods, and

loud combinations. The type of menu, pattern, and forms depends

on administrative policy of the institution. Menus may be non

selective, selective, or cyclic which may be either non sel, •ve

or selective. Cycle menus are used extensively in hospitals d

can be an effective management tool if they are reviewed and

adjusted to changing conditions.

The selection of menu items is centered on the choice of the

main entree and modified diets are planned as variations of the

regular diet which reduces food purchases and simplifies food

preparation. The menu planning guide developed in this study

consolidates pertinent information for selecting meat items to be

included on regular and modified diets.


